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ncreasing patients' copayments for prescription medications led to decreases in their use of eight classes of therapeutic drugs, according to a new study cofunded by the Agency for Healthcare Research and Quality (HS13447). Researchers linked pharmacy claims data representing nearly 530,000 people aged 18 to 64. All of the subjects had employer-sponsored health insurance, with health benefit designs from 52 private health plans and 30 employers.
The study included health insurance plans of all types that had one-tier, two-tier, three-tier, and coinsurance drug benefit plans. The simulated copayment increases were relevant for all plans but were calibrated to two-tier plans. The analysis followed study subjects for nearly 4 years.
Based on this analysis, the researchers estimated that doubling copayments in a typical two-tier drug plan resulted in an approximately 45 percent reduction in the use of antiinflammatory drugs and antihistamines, a drop of approximately 35 percent in the use of cholesterol-lowering medications and drugs to treat ulcers and asthma, and a decrease of about 25 percent in the use of medicines for high blood pressure, depression, and diabetes.
The rate of decrease depended on whether patients were taking the drug on an ongoing or intermittent basis. Patients with chronic illnesses were less likely to cut back or stop taking the medications needed to treat their conditions when drug copayments increased. However, they seemed to reduce their use of other medications. For example, the study found that patients with depression cut their use of most drugs by 25 percent but reduced their use of antidepressants by only 8 percent when their copayments doubled. Similarly, patients with high blood pressure cut their use of antihypertensives by only 10 percent but reduced their use of all other drugs by 27 percent. M ore than half of all women will suffer a fracture due to osteoporosis (loss of bone mass) in their lifetime. In a recent study supported by the Agency for Healthcare Research and Quality (HS13013), only 46 percent of older women with osteoporosis-related fractures received treatment in the 6 months following a fracture to prevent further fractures as called for by clinical guidelines.
Guidelines call for bone mineral density testing to detect bone loss and, when needed, medication to treat osteoporosis.
Practice lagged behind recommended guidelines even though physicians had access to external guidelines and the HMO's internal Web-based osteoporosis guidelines, notes Adrianne C. Feldstein, M.D., M.S. To characterize the gap between osteoporosis guidelines and practice, Dr. Feldstein and her colleagues at the Kaiser Permanente Center for Health Research studied administrative databases and medical records of 3,812 women average age of 71. The women were enrolled in an HMO and had been diagnosed with a new fracture from 1998 to 2001.
Fewer than 12 percent of the women were diagnosed with osteoporosis prior to the fracture, even though nearly 11 percent had conditions (for example, hyperthyroidism or chronic renal failure) or were taking medications (for example, long-term use of steroids or anticonvulsants) that would put them at risk for developing osteoporosis. In addition, more than one-third (39 percent) of these women were already at increased risk for falling due to medical problems (for example, stroke and dementia) or medication (such as long-acting benzodiazepines or tricyclic antidepressants). Finally, physician adherence to osteoporosis guidelines did not significantly improve from 1998 to 2001.
See "Older women with fractures: Patients falling through the cracks of guideline-recommended osteoporosis screening and treatment," by Dr. Editor's Note: Another AHRQ-supported study on a related topic shows that women who suffer from a major traumatic injury are more likely than men to have poor quality of life following the trauma. For more details, see Holbrook, T., and Hoyt, D.B. (2004, February) . "The impact of major trauma: Quality-oflife outcomes are worse in women than in men, independent of mechanism and injury severity." (AHRQ grant HS07611). Journal of Trauma Injury, Infection, and Critical Care 56(2) , pp. 284-290. s A miodarone is typically used to correct irregular heart beats to normal rhythm in cardiac patients. Despite its effectiveness, the medication is known to have serious potential side effects ranging from liver toxicity to lung and heart toxicity. Thus, doctors must be vigilant in monitoring patients taking amiodarone with liver enzyme measurements, thyroid and pulmonary function tests, electrocardiograms, and other tests. Since development of toxicity appears to be dependent on the dose and length of time the patient takes amiodarone, better outpatient monitoring could improve the drug's safety, suggests a study supported in part by the Agency for Healthcare Research and Quality (HS11169 and HS11534) .
Researchers from Harvard University, Brigham and Women's Hospital, and the University of Toronto found that the majority of patients visited their provider regularly but received only minimum testing, perhaps due to the complexity of monitoring recommendations. After evaluating criteria for monitoring outpatient amiodarone therapy in a review of research studies from 1966 through 2000, the researchers developed a four-stage model of medication monitoring. They retrospectively reviewed the charts of 99 outpatients at one institution who received amiodarone therapy for 1 year to assess monitoring practices.
About 70 percent of the recommended monitoring criteria were satisfied for all patients, but only 9 percent of patients received all of the recommended monitoring. Monitoring practices varied at all four stages of the monitoring model. Overall, 52 percent of patients received minimum baseline evaluations; 22 percent underwent ongoing surveillance with clinical exams and laboratory tests; 75 percent had appropriate responses to abnormal surveillance results, such as altered dosage; and 71 percent had timely followup visits. Also, 8 percent of patients had nine amiodaronerelated adverse drug events, of which three were judged to be preventable.
See H ip fracture patients should be operated on within 24 hours of hospital admission because early surgery reduces pain, shortens hospital stays, and may limit the risk of major complications, such as pneumonia and arrhythmias, according to the authors of a new study supported by the Agency for Healthcare Research and Quality (HS09459 and HS09973) . The benefits of early hip fracture surgery have long been debated within the medical community, but no randomized controlled trials have been conducted. Almost all of the research that has been conducted to date has examined early surgery's impact on death rates, according to the study authors.
Researchers led by Albert L. Siu, M.D., of Mount Sinai School of Medicine, examined roughly 1,200 patients in New York City hospitals who underwent hip fracture surgery. Adjusted findings show that early surgery had no impact on survival or functional ability by 6 months after discharge. However, the majority of patients reported severe pain on admission. Patients with early surgery had lower pain scores than patients who had later surgery, a difference that translated into between 6 and 7 fewer hours of severe pain, on average, during the first 5 days of hospitalization. In addition, the early surgery patients' hospital stays were on average nearly 2 days shorter than those of the later surgery patients (7.07 vs. 9.43). All of the patients were in stable medical condition prior to surgery.
Patients often suffer severe pain before surgery is performed to repair the break, and only about one-quarter of patients make a full recovery. Between 14 percent and 36 percent of hip fracture patients die within 12 months from complications related to the fracture and recovery period.
For more information, see "The association of timing of surgery for hip fracture and patient outcomes," by Gretchen M. According to a recent study by researchers at the University of Alabama, only two-thirds of chronic NSAID users in a regional managed care organization examined in the study received CBC and creatinine monitoring. Only one-third received GI cytoprotective agents, and about one-fourth had at least one prescribed period when they were simultaneously taking another NSAID (NSAID overlap). The study was supported in part by the Agency for Healthcare Research and Quality (HS10389) through the Centers for Education and Research on Therapeutics (CERTs) program.
Patients on NSAIDs who saw their physicians more frequently, had used NSAIDs longer (associated with increased risk of kidney disease), or had hypertension or a history of GI bleeding were more likely to be monitored. However, visit frequency, more than provider or patient factors, prominently influenced NSAID safety practices. Physicians should see chronic NSAID users at least intermittently as a means to trigger discussion and possible testing for potential drug toxicity, according to researchers from the University of Alabama CERT. They linked data from medical charts, pharmacy claims, and administrative files on 373 frequent NSAID users (three or more consecutive NSAID prescriptions and 1 month or more of continuous NSAID use) and examined CBC testing, use of GI cytoprotective agents, and lack of NSAID overlap.
See Free and fast-Subscribe to the Agency's electronic newsletter! If you want the latest information from AHRQ on new RFAs, research findings, conferences, and more, just subscribe to AHRQ's electronic newsletter. All you need is a computer and an e-mail address. Here's how:
1. Send an e-mail message to: listserv@list.ahrq.gov 2. In the subject line type: Subscribe 3. In the body of the message type: sub public_list-L your full name 4. That's it. You will receive an e-mail confirmation. Questions? Please send an e-mail to Nancy Comfort in AHRQ's public affairs office at ncomfort@ahrq.gov continued on page 6 T he impact of pneumonia on death usually occurs in the first year after the acute illness. However, the prognostic implication of an episode of community-acquired pneumonia (CAP) continues for at least 5 years after the initial illness, according to a study supported in part by the Agency for Healthcare Research and Quality (National Research Service Award fellowship F32 HS00135). About one-third of CAP patients who survived 90 days after hospitalization for CAP died within 6 years. Patient characteristics-especially age, coexisting medical conditions, and nursing home residence-were the strongest independent predictors of long-term mortality.
After adjustment for these factors, abnormal acute physiologic or laboratory findings, which generally predict short-term CAP death, did not predict longterm death. Long-term mortality appears to be associated with intrinsic characteristics of the patient, which for the most part are not modifiable by medical care. Many chronic illnesses that predispose patients to development of CAP-including chronic cardiopulmonary disease, cancer, and neurologic disease-also contribute to its long-term mortality, explains lead author Eric M. Mortensen, M.D., M.Sc., of the University of Pittsburgh. He advises that clinicians keep these results in mind, when discussing long-term prognosis with CAP patients and their families.
Dr. Mortensen and his colleagues compared the mortality of patients with pneumonia enrolled at four sites who survived at least 90 days after arriving at the hospital with mortality among age-matched control subjects (for whom data were derived from U.S. life tables). Of the 1,555 patients studied, 9 percent died within 3 months of hospitalization, and 30 percent died during the nearly 6-year study period.
See "Assessment of mortality after long-term follow-up of patients with community-acquired pneumonia," by Dr. Mortensen, Wishwa N. Kapoor, M.D., M.P.H., Chung-Chou Chang, Ph.D., and Michael
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continued from page 5 (1985) (1986) (1987) (1988) (1989) (1990) (1991) (1992) (1993) who had an acute cardiopulmonary hospitalization during flu season and 590 women without such hospitalizations. The two groups of women were matched by age, race, trimester of pregnancy, and presence or absence of highrisk conditions.
During eight consecutive flu seasons, 297 pregnant women in the study population had a respiratory disease hospitalization. Hospitalized women were older and had a higher prevalence of asthma (50 percent) and other high-risk conditions than the source population.
Overall, perinatal outcomes did not differ between women hospitalized for respiratory illness and their matched controls. Women hospitalized with a diagnosis of pneumonia and/or influenza (92 women) had nearly twice the rate of low and very low birthweight infants compared with women in the control group (15 percent vs. 9 percent), but this difference was not statistically significant. Although there was no significant association between respiratory hospitalization during flu season and adverse perinatal outcomes, the researchers conclude that pregnant women should be encouraged to receive influenza vaccination.
See States have passed legislation aimed at discouraging early discharge of newborns, which was thought to negatively affect their health. However, a new study supported in part by the Agency for Healthcare Research and Quality (HS10060) suggests that newborn jaundice (hyperbilirubinemia) and infant feeding problems are not associated with short hospital stay, as long as infants are evaluated when they are 3 or 4 days old when these problems typically surface.
Stephen B. Soumerai, Sc.D., of Harvard Medical School, and his colleagues retrospectively analyzed the medical records of a large Massachusetts health maintenance organization (HMO) for infants born between October 1990 and March 1998 among 20,366 mother-infant pairs with uncomplicated vaginal deliveries. They compared several infant outcomes after the 1994 implementation of an HMO protocolcalling for a 1-night stay following uncomplicated vaginal delivery plus a nurse home visit within 48 hours of discharge-with the same outcomes after passage in 1996 of Massachusetts' 48-hour minimum stay mandate.
Jaundice diagnoses were flat at 8 percent of newborns at baseline and rose to a constant 11 percent throughout the HMO protocol and post-mandate periods. Diagnoses of feeding problems more than doubled at the time of HMO protocol implementation, yet they remained elevated after the mandate. These increases in jaundice and feeding problems seemed to be the result of more frequent evaluation of newborns during the critical day-3 to day-4 period.
Rates of outpatient bilirubin testing, severity of test results, phototherapy use for jaundice, diagnosis of feeding problems, and emergency department visits all experienced increases that began with the HMO program implementation and lasted well past the legislative mandate that followed. These changes Jaundice and feeding problems are not associated with short hospital stay, as long as newborns are evaluated at 3 or 4 days of life Note: Only items marked with a single (*) or double (**) asterisk are available from AHRQ. Items marked with a single asterisk (*) are available from AHRQ's clearinghouse. Items with a double asterisk (**) are also available through AHRQ InstantFAX. Three asterisks (***) indicate NTIS availability. See the back cover of Research Activities for ordering information. Consult a reference librarian for information on obtaining copies of articles not marked with an asterisk. B abies who are extremely low birthweight (ELBW, 1.1 to 2.2 pounds) and very low birthweight (VLBW, less than 3.3 pounds) are at greater risk of dying or developing neurodevelopmental problems than babies who weigh more at birth. Two recent studies supported by the Agency for Healthcare Research and Quality examined hospital mortality and school difficulties among VLBW children.
The first study suggests that the number of VLBW babies saved could be increased if they were referred to hospitals based on the hospitals' past neonatal intensive care unit (NICU) mortality rates rather than the volume of VLBW babies they treat. The second study finds that school-aged ELBW children are burdened by childhood disability, school-related difficulties, and increased use of special educational resources. Both studies are discussed here. Once ELBW children reach school age, they experience serious school difficulties, whether they live in the United States, Canada, Bavaria, or Holland. The researchers followed 436 ELBW survivors from the four countries longitudinally from birth. They collected psychometric data that included at least one measure of cognitive status and one measure of achievement from surveys administered to the children between 8 and 11 years of age. The researchers compared these data with measures based on reference norms within each country and obtained information on special education assistance and grade repetition from the parents.
Overall, the prevalence of total neurosensory impairments (cerebral palsy, deafness and blindness, and mental retardation) was similar for New Jersey, Ontario, and Bavaria (22, 27, and 25 percent, respectively) and lowest for Holland (11 percent). More than half of all ELBW groups required special educational assistance and/or repeated a grade. The proportion of children who performed within the normal range were as follows: IQ, between 44 and 62 percent; reading, between 46 and 81 percent; arithmetic, between 31 and 76 percent; and spelling, between 39 and 65 percent.
Thus, the impact on society, on families, and on the long-term future of ELBW children is similar in Western countries providing neonatal intensive care to ELBW infants. A separate study by these investigators found behavioral difficulties to be another major concern at school age in ELBW children in all four countries. To determine whether and to what extent these findings are applicable to current survivors of neonatal intensive care requires further investigation. s Preventive care for children continued from page 8 four preventive services: immunizations and screening for tuberculosis, anemia, and lead.
The proportion of children per practice with ageappropriate delivery of all four preventive services changed after a 1-year period, from 7 to 34 percent in intervention practices and from 9 to 10 percent in control practices. After adjustment for baseline differences in the groups, the change in prevalence of all four services between the beginning and end of the study was 4.6-fold greater in intervention practices than in control practices.
Thirty months after baseline, the proportion of children who were up to date with preventive services was higher in intervention than in control practices. Screening rates were significantly higher in intervention practices than in control practices for tuberculosis (54 vs. 32 percent), lead (68 vs. 30 percent), and anemia (79 vs. 71 percent). Continuing education combined with process improvement methods to implement office systems is an effective approach for increasing rates of delivery of preventive care to children, conclude the researchers.
See "Practice based education to improve delivery systems for prevention in primary care: Complete blood cell (CBC) counts and chest x-rays can be useful in children with unusual clinical courses or severe bronchiolitis. However, in most infants with bronchiolitis, the limited evidence available does not support routine use of testing for RSV, chest x-rays, or CBC counts, since they have not been shown to alter clinical outcome, concludes this study. The investigators conducted an extensive review of the literature on diagnostic and supportive testing in the management of bronchiolitis. Of the 797 abstracts identified, 82 trials met inclusion criteria for analysis.
Evidence from the studies indicates that the use of testing is typically justified to rule out other diagnoses (for example, bacterial pneumonia), for first-time wheezing, and for deciding on treatment. However the studies do not define clear indications for such testing or the impact of testing on relevant patient outcomes. For example, numerous studies found that rapid RSV tests had acceptable sensitivity and specificity, but no data showed that RSV testing affected clinical outcomes in typical cases of the disease.
In the 17 studies that presented chest-x-ray data, x-ray abnormalities in children with suspected bronchiolitis ranged from 20 to 96 percent. However, insufficient data exist to show that chest x-ray films reliably distinguish between viral and bacterial respiratory disease or predict severity of disease. In a similar vein, 10 studies included CBC counts, but most did not present specific results. Given the high prevalence of bronchiolitis, the investigators suggest prospective trials of diagnostic and supportive testing. Bronchodilators and corticosteroids are commonly used to treat bronchiolitis in infants and children, but little consensus exists about optimal management strategies. This review of research
Researchers examine the diagnosis, testing, and treatment of bronchiolitis in infants
continued on page 10
Bronchiolitis in infants
continued from page 9 on the topic conducted since 1980 included 44 studies of the most common bronchiolitis treatments. The studies presented no substantial evidence to support a routine role for epinephrine, betaagonist bronchodilators, corticosteroids, or ribavirin in treating children with bronchiolitis.
However, the randomized controlled trials that met inclusion criteria were generally underpowered to detect significant outcome differences between study groups. Also, few studies collected data on outcomes that are of great importance to parents and clinicians, such as the need for and duration of hospitalization. The researchers call for a sufficiently large, well-designed pragmatic trial of the commonly used interventions for bronchiolitis to determine the most effective treatment strategies for managing the condition. s M ore than half of the estimated 17 percent of children in the United States with developmental disabilities are not diagnosed before they enter school. Yet most primary care physicians are committed to the early diagnosis of developmental delays in young children, according to the first national survey of a random sample of 800 pediatricians and 800 family physicians (response rate of 49 percent). This work was supported in part by the Agency for Healthcare Research and Quality (AHRQ grant K08 HS00002).
Most of the physicians surveyed said they reviewed developmental milestones and prompted parents to voice developmental concerns during preventive care visits. About half of them used a formal developmental screening instrument as part of their routine practice with children ages 1 to 3 years. However, doctors noted that not having enough time and lack of reimbursement were barriers to providing developmental screening.
The survey also revealed great variation in how doctors manage developmental delays, including when they refer children to specialists, underscoring the need for a more standardized approach. In the survey, physicians were asked about factors that might influence their developmental screening practices. The survey presented clinical vignettes, which described young children with probable developmental delays who were seen for preventive care visits, to elicit how physicians manage these children.
Based on survey responses, a girl with language delay was 60 percent more likely to be referred to audiology than a boy. This is a concern because mental retardation and autism spectrum disorders, which are associated with language delay and hearing loss, are more prevalent in boys. Notably, almost 30 percent of physicians did not refer an 18-month-old child with expressive language delay to audiology, a crucial step to rule out hearing loss as the cause of the delay. Audiology referrals increased to 78 percent of doctors when the child's language delay continued to 27 months.
The expression of parental concern, shown to be a reliable indicator of developmental delays, did not increase the probability of referral to diagnostic and treatment services for a child with suspected gross motor delays (for example, delayed walking). Finally, avoidant (for example, not looking at parents/ grandparents) rather than disruptive patient behaviors were associated with an increased probability of referral, perhaps because doctors recognized a potential autism spectrum disorder. Editor's Note: Another study on a related topic found that higher parental perception of child vulnerability is associated with worse developmental outcomes in premature infants at 1-year of age. For more details, see Allen, E.C., Manuel, J.C., Legault, C., and others. (2004, February) . "Perception of child vulnerability among mothers of former premature infants." (AHRQ grant HS07928). Pediatrics 113(2), pp. 267-273. s National survey reveals how primary care doctors identify and manage young children with developmental delays T he degree to which social inequalities affect a population's health has been an ongoing debate for many years. A recent study found that one measure of social inequality, wage inequality, is associated with the infant mortality rate (IMR) in 19 wealthy countries belonging to the Organization for Economic Cooperation and Development (OECD). The study was supported in part by the Agency for Healthcare Research and Quality (National Research Service Award training grant T32 HS00029).
For the study, researchers used data from the OECD, World Value Surveys, Luxembourg Income Study, and political economy databases to assess the impact of health system variables on the relationship between wage inequality and infant mortality in 19 OECD countries between 1970-1996. Overall, IMR declined from a mean of 16.6 per 1,000 in the 1970s to 6.2 per 1,000 in the 1990s. The Theil measure of wage inequality was positively and significantly associated with IMR, even while controlling for gross domestic product (GDP) per capita, the most powerful ecological predictor of infant mortality. The Theil measure is based on industrial sector wages; a higher Theil value means higher levels of wage inequality.
After controlling for GDP per capita and wage inequality, variables generally associated with better health included higher income per capita, the method of health care financing, and more physicians per 1,000 population.
Higher alcohol consumption, a larger proportion of the population in unions, and more government expenditures on health were associated with poorer health outcomes. Results suggest that improving aspects of the health care system, particularly equitable health care financing and more physicians, may be one way to partially compensate for the negative effects of social inequalities on population health.
See "Wage inequality, the health system, and infant mortality in wealthy industrialized countries, 1970-1996," In a recent article, they suggest that a curriculum to prepare pediatricians for their role during bioterrorist attacks should include several key concepts. It must consider the unique aspects of children related to terrorism and disasters. For instance, children are more susceptible to various agents (for example, their faster respiratory rates will expose them to relatively larger dosages of aerosolized agents such as sarin gas or anthrax). Also, children respond emotionally to trauma in age-specific ways, and there is limited availability of age-and weight-appropriate antidotes and treatments. For example, certain antibiotic therapies supplied in the National Pharmaceutical Stockpile, such as tetracycline, generally are not recommended for use in children.
After lack patients undergo amputation of a lower extremity (LE, at the above-or below-knee level) two to three times more often that white patients. Some have attributed this to a lack of access by blacks to lower extremity revascularization procedures such as angioplasty or LE arterial bypass graft surgery, when they are hospitalized for complications of peripheral arterial disease (PAD) or diabetes mellitus. However, a new study at an urban hospital with advanced vascular surgery facilities and a policy of aggressive limb salvage suggests that greater severity and progression of disease among blacks could account for these racial disparities independent of any access problems to hospitals for vascular surgery.
Mirroring regional findings, blacks were 1.7 times more likely than other patients to be admitted for a primary amputation, that is, a major amputation without any previous attempt at revascularization. However, after adjusting for age, sex, and diabetes mellitus prevalence, white and black patients were equally likely to undergo primary amputation.
Repeat amputees were 2.5 times more likely to be black than white. However, these patients had more advanced and aggressive PAD. It is not clear to what extent this outcome is related to less aggressive prior management of diabetes or to atherosclerosis risk factors or whether race is simply a marker for broader social determinants of health, notes Cheryl RuckerWhitaker, M.D., M.P.H., of Rush-Presbyterian-St. Luke's Medical Center.
In the study, which was supported in part by the Agency for Healthcare Research and Quality (National Research Service Award training grant T32 HS00078), Dr. Rucker-Whitaker and colleagues used hospital discharge data for 1,127 patients undergoing LE arterial bypass graft, angioplasty, or major amputation from January 1, 1995 to February 1, 2000. They analyzed racial differences in the risk of admission for major amputation versus revascularization.
See "Explaining racial variation in lower extremity amputation," by Dr. Those interviewed suggested that clinicians ask hearing-impaired patients about their preferred way of communicating instead of requiring them to use ineffective ways to communicate such as lip reading (doctors often turn their head or lips are hidden by a mask or beard), writing notes, and using family members to interpret. Also, when treating deaf patients, doctors should use interpreters who are trained specifically for medical settings, and they should speak more slowly to hard-of-hearing patients. The study participants suggested that doctors ask patients to repeat critical information such as medication instructions, as well as put it in writing, in order to avoid potentially dangerous miscommunication.
Interviewees described not understanding therapeutic regimens, medication dosages, or side effects or not knowing what to expect during physical exams and procedures. They suggested that doctors use lights as signals for required actions, such as holding one's breath during a mammogram, and find alternatives to lengthy phone message menus such as e-mail or fax. Offices should acquire and train staff to use a teletypewriter or telecommunications device for the deaf, and staff should be trained to communicate better with deaf and hard-of-hearing patients. Researchers from the University of Chicago studied 5,584 patients who were admitted to the general medicine inpatient service of a single urban academic medical center at some point over a 3-year period (July 1, 1997-June 30, 2000). They assessed the patients' pain and pain control in a followup telephone survey 1 month after hospital discharge and determined pain predictors through administrative databases and the patient survey. Overall, 59 percent of the patients suffered pain (28 percent severe, 19 percent moderate, and 12 percent mild). The pain prevalence and severity data for this study closely resembled data reported for populations thought to be at high risk for pain.
Deaf and hearing-impaired
Nearly one in five patients (18 percent) were dissatisfied with their pain control. Certain patient characteristics were associated with pain or dissatisfaction with pain control, including diagnosis, number of coexisting illnesses, and age. However, the researchers were unable to identify a population truly at low pain risk using these predictors. Thus, as the JCAHO policy suggests, it may be important to consider all patients hospitalized in general medicine services as being at high risk for pain, conclude the researchers. presented on the computer touchscreen, accompanied by a recorded reading of the question. Various colors, fonts, and graphic images were used to enhance visibility, and a small picture icon appeared near each text element that allowed patients to replay the sound as many times as they wished.
Early results from the first 126 enrolled patients showed that patients liked the multimedia approach, and they reported that the talking touchscreen was easy to use. The researchers conclude that the talking touchscreen will allow low literacy patients to be included more readily in clinical trials, clinical practice research, quality of life studies, and health promotion/disease prevention initiatives. Many ALFs were restrictive in their admission and retention policies. More than half of the study ALFs would not admit or retain individuals who had moderate cognitive impairment, behavioral problems, or who needed assistance with transfer (for example, from bed to chair). Though ALFs are considered places where people can age in place, 72 percent of study ALFs had, over a 6-month period, discharged one or more tenants because they needed nursing care.
More than half of assisted living facilities will not admit individuals who have moderate cognitive impairment or behavioral problems or need assistance with transfer
continued on page 18 I nterventions that target chronic disease and physical functioning among frail older adults may reduce the likelihood that they will be hospitalized. Those that focus on nutrition may also benefit elderly patients who are ill, especially those with lower body mass index (BMI), suggests a new study. According to the researchers, conditions and factors that place these vulnerable patients at risk of being hospitalized are congestive heart failure, diabetes, and anemia; taking several medications; low BMI; and emergency department visits in the past year. Better physical functioning reduces their risk of hospitalization. The six risk factors are usually noted in the patient's medical record, making it easier to target patients for an intervention designed to reduce their need for hospitalization, suggests lead investigator Teresa M. Damush, Ph.D., of the Regenstrief Institute for Health Care in Indianapolis.
In the study, which was supported in part by the Agency for Healthcare Research and Quality (HS07632), Dr. Damush and her colleagues analyzed a dataset of 1,041 patients (more than half of whom were African-American) of an inner city primary care practice, who were either 75 years of age or older or 50 years of age or older with severe disease. They followed the patients for 1 year and recorded nonelective hospitalizations during that time. They used regression analysis to identify factors that would predict hospitalization.
Overall, 46 percent of the patients had heart disease, 45.5 percent had chronic obstructive pulmonary disease, and 34.9 percent had congestive heart failure. On average, patients took 5.6 medications. Many were obese or anemic and had physical functioning, general health, and vitality scores below the 50th percentile. One in five patients (21 percent) had one or more nonelective hospital admissions during the followup period.
See "Risk factors for nonelective hospitalization in frail and older adult, inner-city outpatients," by Dr. 
Doctors should target chronic disease and functioning among frail older patients to lower the risk of hospitalization Assisted living continued from page 17
ALFs are also expensive. In 1998, the average monthly charge for facilities that had a single rate was $1,710, but rates exceeding $6,000 per month were reported. Almost all tenants paid their ALF bill using private financial resources.
These characteristics and restrictions limit the ability of ALFs to provide service to the frail elderly population and those who Dr. Dobalian and his colleagues assessed outpatient use over 6 months among 2,267 participants in HCSUS, a nationally representative probability sample of HIV-positive adults receiving care in the United States. Overall, 67 percent of patients with HIV disease reported suffering from pain during the previous 4 weeks. Self-reported pain was higher among those with AIDS, intravenous drug-using females, the unemployed, and those without a college degree. Blacks reported less pain than other patients. Patients reporting or developing more pain and those in poorer health (CD4 count less than 50 and less energy) used more outpatient services.
Individuals who did not report pain at first or second followup were predicted to have 5.20 outpatient visits; those who had no pain at first followup but developed maximum pain (10 score) by the second followup were predicted to have 6.94 visits; and those with maximum pain at first and second followups were predicted to have 7.24 visits. Individuals with Medicare, Medicaid, or private insurance were more likely to have used outpatient services than uninsured patients. However, those with private HMO coverage were no more likely to use outpatient services than those without insurance.
See "Pain and the use of outpatient services among persons with HIV," by Dr. Dobalian, Jennie C.I. In general, the Minnesota practices were far more advanced in the use of electronic-based information systems and in the use of clinical guidelines, physician profiling, and benchmarking programs than were practices nationally. On the other hand, 86 percent of the Minnesota practices had no revenue from any type of capitation. Their largest proportion of practice revenue was reported to come from some form of feefor-service payment in which the health plans paid the practices for services rendered. Physician compensation in the group practices reflects the need to encourage both productivity and cost controls in this competitive managed care environment. Nearly half of physician compensation is based on productivity, but productivity often excludes revenue from other than physician work RVUs (relative value units, procedures per full-time equivalent physician).
Although only about 40 percent of the Minnesota practices had computer terminals at the patient care site, this was more than twice the national figure. Moreover, about 80 percent of the Minnesota practices used some benchmarking methods, and more than half used at least some clinical guidelines compared with only 20 percent of medical group practices nationally. Researchers compared demographic and health measures for a group of children (0-18 years of age enrolled in New York SCHIP for the first time) prior to enrollment in SCHIP and 1 year after enrollment. At the time of the study, New York's SCHIP program encompassed 18 percent of SCHIP enrollees nationwide. Nearly one-third of children in the study were non-Hispanic blacks, and almost half were Hispanic. Over 80 percent of enrollees' families had an income less than 160 percent of the Federal poverty level. Nearly two-thirds of children were uninsured for 12 months or more before enrolling in SCHIP. Of those who were insured before SCHIP enrollment, 43 percent had been enrolled in Medicaid.
Researchers found that among New York SCHIP enrollees, the program decreased the proportion of enrollees who did not have a usual source of care (from 14 percent to 3 percent), decreased the proportion of enrollees with any unmet health care needs (31 percent to 19 percent), and reduced unmet need for specific types of care (specialty care, 16 percent), acute and preventive care (10 percent each), and dental and vision care (13 percent each). Enrollment in SCHIP increased the proportion of children with a preventive visit (74 percent to 82 percent) with no significant changes in the number of emergency, specialty, and acute care visits.
The type of usual source of care (USC) sought by enrollees remained nearly constant before and after SCHIP enrollment. Doctor's offices (42 vs. 41 percent), neighborhood health centers (20 vs. 27 percent), and hospital clinics (21 vs. 22 percent) were the main sites for primary care before and after SCHIP enrollment. However, among children with a usual source of care, nearly one-quarter changed their primary care physician shortly after SCHIP enrollment. Surprisingly, this shift did not result in enrollees moving from neighborhood health centers to private doctor's offices. Indeed, neighborhood health centers were the only practice type that experienced statistically significant gains following SCHIP enrollment.
Enrollment in SCHIP also improved children's continuity of care. The proportion of children who used their usual source of care for most or all visits nearly doubled (from 47 percent to 89 percent). In addition, quality of care increased-families gave a higher rating to the benefits and medical care that they received after SCHIP enrollment compared with before enrollment. The authors conclude that enrollment in SCHIP improved the coordination and receipt of primary care, resulting in greater family satisfaction. contains person-level data on health status, medical care expenditures, demographic characteristics, and household income. The researchers used the data to predict needadjusted annual medical care expenditures per person by income level. They used the predictions to calculate Gini-like indices of inequality for all adults, workingage adults, seniors, and children 5 to 17 years of age. Their analysis was based on an adaptation of the Gini index, which is used by economists to quantify the degree of inequality in the distribution of income. A positive value of the index corresponds to inequality favoring the wealthy.
For all age groups, predicted expenditures per person, adjusted for medical need, generally increased as income rose. The index of inequality for all adults was +0.087; for working-age adults, +0.099; for seniors, +0.147; and for children, +0.067. If one assumes that the population was equally divided between poor and wealthy adults, the inequality index of +0.087 for all adults would correspond to the wealthy accounting for 58.7 percent of total medical care expenditures and the poor accounting for 41.3 percent. The expenditure gap would be greatest for seniors, whose inequality index of +0.147 corresponds to wealthy seniors accounting for 64.7 percent of total expenditures or 1.83 times as much as poor seniors (35.3 percent of care expenditures). By 1996, the government (Federal, State, and local) funded more than three-quarters of all home care, and Medicare alone paid for more than half (compared with 19 percent in 1987) of home care. However, the overall Medicare share fell to a low of 25 percent in 1999, while the overall share grew for Medicaid (from 17 percent in 1996 to almost 33 percent by 1999) and other State and local programs (from 1.7 percent in 1996 to more than 25 percent of home care expenditures in 1999).
This shift was accompanied by changes in the mix and intensity of services. After the BBA, fewer skilled services were provided to the elderly population (which is consistent with a decline in Medicare funding, which mainly funds skilled care), and more unskilled services were provided to the nonelderly population (most Editor's Note: Another AHRQfunded study on a related topic found that patients with chronic disease and other high-risk patients are responsible for the largest proportion of health care costs. The authors suggest that strategies to coordinate care for high-risk groups have the most potential to improve outcomes and maximize the investment of health care dollars. For more details, see Asplin, B.R. (2004, February) . "Show me the money! Managing access, outcomes, and cost in highrisk populations."(AHRQ grant HS13007). Annals of Emergency Medicine 43(2), pp. 174-177. s T he young and healthy are the winners, and the moderately sick are the losers with consumerdirected health benefits, according to a study conducted by Dwight McNeill, Ph.D., of the Agency for Healthcare Research and Quality. When Dr. McNeill was at Brandeis University, he received support from AHRQ (National Research Service Award training grant T32 HS00062) to conduct a simulation of estimated out-of-pocket spending for premiums and medical care by consumers in consumer-directed versus traditional plans (health maintenance organizations, or HMOs, and preferred provider organizations, or PPOs). In addition, he analyzed demographic factors associated with out-ofpocket spending based on data derived from the 1998 Medical Expenditure Panel Survey.
The consumer-directed benefit plan used in the simulation offered a $1,000 health reimbursement account (HRA) with total deductibles of $1,500, $2,500, and $3,500; a maximum out-of-pocket limit at the deductible; and no coinsurance. When a beneficiary spends more than $1,000 a year on medical care, the individual exhausts the annual HRA and enters the risk zone in the "gap." The likelihood of reaching the gap increases with age to more than 50 percent for those 55-64 years of age.
It does not take much medical care to trip the $1,000 gap at today's medical prices (about the cost of a colonoscopy). The young and healthy are potential winners with consumer-directed plans because their relatively low use of medical care allows them to build up HRA balances. However, these opportunities are limited. Most employers do not allow employees to take HRA balances with them when they leave, and most young workers do not stay long at one job. Second, HRA balances do not provide investment opportunities, as do 401(k) pension savings plans or medical savings accounts. Dr. McNeill suggests capping health insurance expenses to a small percentage of income (up to 5 percent) to limit the financial burden on the sick.
See "Do consumer-directed health benefits favor the young and healthy?" by Dr. McNeill, in the January 2004 Health Affairs 23 (1) In formulating recommendations, the Task Force conducts rigorous impartial assessments of all the scientific evidence for a broad range of preventive services. Its recommendations are considered the gold standard for clinical preventive services.
The new screening recommendations and associated materials are described here. Visit the Task Force Web site at www.preventiveservices.ahrq.gov for more information and to order copies of easy-to-read fact sheets and materials for clinicians, as well as information on earlier recommendations.
Screening for hepatitis C virus infection. Hepatitis C virus (HCV), which is primarily acquired by exposure to infected blood, can lead to cirrhosis of the liver and liver cancer, fatigue, and poorer quality of life. The Task Force recommends against routine screening for HCV infection in asymptomatic adults who are not at increased risk for infection. Patients at increased risk for HCV infection include intravenous drug users; those who had blood transfusions before 1990, when HCV screening tests became available; children of HCV-infected mothers; and, to some extent, those who engage in high-risk sexual behaviors.
The Task Force based their recommendation on a comprehensive review of the evidence on prevalence of HCV infection, antiviral treatment effectiveness, and the benefits of screening. The Task Force found good evidence that screening with available tests (initially with enzyme immunoassay and confirmation with the strip recombinant immunoblot assay) can detect HCV infection in the general population. However, the prevalence of HCV infection in the general population is low (about 2 percent), and most who are infected do not develop cirrhosis or other major negative health outcomes. In addition, there is no evidence that screening for HCV infection leads to improved long-term health outcomes, such as decreased cirrhosis of the liver, liver cancer, or death.
There is limited evidence that current treatment improves longterm health outcomes. Also, the treatment regimen is long and costly and is associated with a high patient dropout rate due to adverse effects. There is no evidence as yet that newer treatments, such as pegylated interferon plus ribavirin, can improve long-term health outcomes. The Task Force comprehensively reviewed the research evidence on the performance of violence screening instruments and effectiveness of interventions based in health care settings and found no direct evidence that screening for family and intimate partner violence leads to decreased disability or premature death. The Task Force concludes there is insufficient evidence to recommend for or against routine screening.
There were no studies that focused on the accuracy of screening tools for identifying family and intimate partner violence among children, women, or older adults in the general population. The Task Force did find fair to good evidence that interventions reduce harm to children when child abuse or neglect has been assessed. However, they found limited evidence as to whether interventions reduce harm to women and no studies that examined the effectiveness of interventions in older adults.
No studies directly addressed the harms of screening and interventions for family and intimate partner violence. As a result, the Task Force could not determine the balance between the harms (for example, loss of contact with established support systems, psychological distress, and escalation of abuse) and benefits of screening for family and intimate partner violence. Although few studies provide data on detection and management to guide clinicians, the Task Force suggests that clinicians always be alert to physical and behavioral signs and symptoms associated with abuse or neglect, treat any injuries, and arrange for professional counseling for the patient. Clinicians should also provide the patient with telephone numbers of local crisis centers, shelters, and protective services agencies.
See "Screening for family and intimate partner violence: Fluoride supplements to prevent cavities in preschool children. Primary care clinicians who practice in areas where the water supply is deficient in fluoride should prescribe oral fluoride supplements to preschool children over the age of 6 months, according to a Task Force recommendation. Dental cavities are a common childhood problem affecting as many as 19 percent of children between the ages of 2 and 5 years and more than half of children ages 5 to 9 years.
The Task Force notes that primary care clinicians can play an important role in the prevention of cavities by prescribing fluoride supplements to those children whose water supplies are deficient in fluoride. Current dosage recommendations are based on the fluoride level of the local community's water supply and are available online at www.ada.org. Information on the fluoride content in a local community's water supply can be requested from local health departments. It is important for clinicians to know the fluoride levels in their patients' primary water supply before providing fluoride supplementation to avoid oversupplementation that can lead to fluorosis, which typically leads to mild discoloration of teeth.
The Task Force did not find adequate evidence that risk assessment for dental caries performed by primary care clinicians results in fewer cavities among young children. Therefore, the Task Force concluded that there was insufficient evidence to recommend for or against routine risk assessment for dental disease in preschool children by primary care clinicians. The Task Force based its conclusion on a report from a team led by James Bader, D.D.S., at AHRQ's RTI InternationalUniversity of North Carolina Evidence-based Practice Center.
See "Prevention of dental caries in preschool children: Use of fish oil to fight heart disease. Fish oil can help reduce deaths from heart disease, according to this new series of evidence reports. The systematic reviews of the available literature found evidence that long chain omega-3 fatty acids, the beneficial component in fish and fish oil supplements, reduce heart attack and other problems related to heart and blood vessel disease in people who already have these conditions, as well as reduce their overall risk of death. Although omega-3 fatty acids do not alter total cholesterol, HDL cholesterol, or LDL cholesterol, evidence suggests that they can reduce levels of triglycerides-a fat in the blood that may contribute to heart disease.
The review also found other evidence indicating that fish oil can help lower high blood pressure slightly, may reduce risk of coronary artery reblockage after angioplasty, may increase exercise capability among patients with clogged arteries, and may possibly reduce the risk of irregular heartbeatparticularly in individuals with a recent heart attack.
The evidence reports on the health effects of omega-3 fatty acids are part of a series conducted by AHRQ-supported Evidence-based Practice Centers at the request of the National Institutes of Health's Office of Dietary Supplements, which plans to use the findings to develop research agendas on the issues. Five reports have been issued so far, and an additional six reports will be issued next year.
Other findings from the AHRQ evidence reviews include: • Omega-3 fatty acids do not affect fasting blood sugar or glycosylated hemoglobin in people with type II diabetes, nor Metaphors can identify and explore tacit knowledge and behaviors that are embedded in complex organizations and shape health care practices. The authors of this article explore the theoretical rationale, background, and advantages of using metaphor as an analytic approach to understand complexity in primary care research. They illustrate the advantages and implications of this approach using an analysis of 18 family practices in a comparative case study designed to explore office practice strategies for delivering cancer prevention services. Examples of practice metaphors used included the "franchise," the "mission," and the "family," which described the overall nature of a practice and captured the dominant value that seemed to be motivating practice behaviors. Symptom-based indicators for quality of HIV care may provide a useful supplement to conventional measures, according to this study. Using a symptom-based framework for quality, the researchers found that HIV care for several common, burdensome symptoms was suboptimal. Of HIV-infected patients who reported being at least moderately bothered by one of three symptoms (cough with fever and/or shortness of breath, significant weight loss, or severe diarrhea), 41, 74, and 65 percent, respectively, reported receiving all indicated care for the most bothersome symptom in the previous 6 months. Care Data feedback, the process of monitoring practice performance, is a central component of quality improvement efforts. This study illustrates the diversity of hospitalbased efforts at data feedback. It also highlights successful strategies and common pitfalls in designing and implementing data feedback to support performance improvement. It is based on interviews with 45 clinical and administrative staff in eight U.S. hospitals. Those interviewed made several points. Physicians must perceive the data as valid to motivate change, it takes time to develop the credibility of data within a hospital, benchmarking improves the meaningfulness of data feedback, and data feedback must persist to sustain improved performance. This study found that experienced family physicians provide more technical and less preventive and psychosocially oriented care than residents. Thus, time use in outpatient residency training does not reflect actual community practice, conclude the researchers. They compared time use during visits by 244 new adult outpatients to 33 second-and thirdyear residents in a university clinic to time use during 277 new adult outpatient visits to 92 community practice family physicians. Controlling for patient mix, residents had longer visits, a less technical focus, and spent more of the visit on efforts to promote health behavior change and counseling. The differences in time use between the two groups may reflect differences in patient mix, practice setting, physician experience, or the time and financial pressures of community practice. This article discusses organizational strategies employed by assisted living practitioners to promote consumer choice and independence while mediating potential risks to assisted living residents. The investigators used field notes, participation in manager-training programs, and interviews with residents and family members during a nearly 2-year study of three Oregon assisted living facilities. They found that consumer discourse that treats older residents as active consumers rather than recipients of long-term care services was evident in State rules, manager-training programs, organizational practices, and an institutional belief in specific consumer demands like independence and choice. The authors discuss the benefits and pitfalls of this approach. This article provides an overview of papers on Rasch analysis that were presented at an international conference on objective measurement. The authors explain that use of Rasch models enables predictions of how people at each level of ability are expected to do on each item. For example, in the mental health field, if a person says they feel suicidal, the odds are strongly in favor of their citing other symptoms such as loneliness, nervousness, and depression, as these symptoms are easier to endorse than feeling suicidal. Other papers address some key measurement issues that can be studied and problems that can be solved using Rasch analysis, such as the issue of missing data. Sexually transmitted diseases (STDs) are a substantial health problem among young Brazilian women seeking HIV testing, concludes this study. The investigators administered a questionnaire to 200 women aged 14 to 29 years who visited an HIV testing site in central Rio de Janeiro and were tested for HIV, syphilis, chlamydia, and gonorrhea. HIV and other STDs were common (HIV, 8 percent; syphilis, 6.5 percent; chlamydial infection, 8 percent; and gonorrhea, 9.5 percent). HIV was associated with lower education and having an HIV-infected partner. Other STDs were associated with younger age at first intercourse, heavy alcohol consumption, and marijuana use.
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